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Abstract
Background: Cognitive behavioural therapy for psychosis (CBTp) is a recommended treatment
for psychotic experiences, but its effectiveness has been questioned. One way of addressing this may be
to tailor therapy materials to the phenomenology of specific psychotic experiences.
Aim: In this study, we investigated the acceptability of a novel treatment manual for subtypes of
‘voice-hearing’ experiences (i.e. auditory verbal hallucinations). An uncontrolled, single-arm design was
used to assess feasibility and acceptability of using the manual in routine care for people with frequent
voice-hearing experiences.
Method: The manual was delivered on a smart tablet and incorporated recent research evidence and theory
into its psychoeducation materials. In total, 24 participants completed a baseline assessment; 19 started
treatment, 15 completed treatment and 12 participants completed a follow-up assessment (after 10
sessions of using the manual).
Results: Satisfaction with therapy scores and acceptability ratings were high, while completion rates
suggested that the manual may be more appropriate for help with participants from Early Intervention
in Psychosis services rather than Community Mental Health Teams.
Conclusion: Within-group changes in symptom scores suggested that overall symptom severity of
hallucinations – but not other psychosis features, or beliefs about voices – are likely to be the most
appropriate primary outcome for further evaluation in a full randomised controlled trial.
Keywords: auditory verbal hallucination; cognitive behavioural therapy; Early Intervention in Psychosis; psychosis;
voice-hearing
Introduction
Auditory verbal hallucinations (AVH) or ‘hearing voices’ are one of the most frequent features of
psychosis (e.g. Clark et al., 2017). For many people they can be highly distressing, disorienting and
persistent. Alongside anti-psychotic medication and family interventions, cognitive behavioural
therapy for psychosis (CBTp) is a recommended treatment in the UK for AVH (NICE, 2014).
However, meta-analyses of CBTp have indicated at best small-to-modest effects on symptoms,
and these are considerably diminished with blinding (Jauhar et al., 2014). It has been argued
that CBT for psychotic symptoms may be more effective when one tailors treatment to
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specific psychotic experiences (Lincoln and Peters, 2019; van der Gaag et al., 2014). The findings
of studies that have examined the effects of targeted brief interventions on sleep, worry and
paranoia could be considered consistent with this argument (Foster et al., 2010; Freeman
et al., 2017). Similarly, group-based CBT, web-based and self-help tailored interventions for
distressing voices have also been found to be successful in decreasing frequency, severity and
negative perception of voices (Gottlieb et al., 2013; Penn et al., 2009); and reported feelings of
being controlled and distressed by voices (Chadwick et al., 2016; Dannahy et al., 2011).
There are a range of reasons why ‘standard’ CBTp may not lead to the most effective outcomes
for managing voices (McCarthy-Jones et al., 2014a,b,c; Thomas, 2015). Four possible reasons are:
(i) that CBT-based approaches are simply ineffective interventions for psychosis; (ii) that CBT
models, in primarily focusing on cognitive appraisals, may not have been sufficiently adapted
to treat psychosis specifically; (iii) that the treatments deployed have not been informed by
the most recent psychological models of specific symptoms such as AVHs; and (iv) that
different subtypes of AVH may exist, requiring a variety of different treatment strategies. In
support of this line of argument, voices are a highly heterogeneous phenomenon (Nayani and
David, 1996; Woods et al., 2015), suggesting that a ‘one size fits all’ approach is unlikely to be
successful. On the other hand, various attempts at subtyping voices in psychosis have been
made in the past without enduring success (see, for example, Stephane et al., 2003), and many
voice-hearers will possess multiple apparent subtypes or clusters of voice characteristics at the
same time (McCarthy-Jones et al., 2014a,b,c).
Notwithstanding these concerns, it is an open question as to whether voice-hearers
themselves may benefit from a therapeutic approach which is tailored to the specific
phenomenology of the voices they experience (Smailes et al., 2015). A review by the
International Consortium on Hallucinations Research (McCarthy-Jones et al., 2014b)
outlined five different potential subtypes which may be suited to different kinds of tailored
intervention: inner speech voices (postulated to result from the misattribution of ordinary
inner speech to an external agent); hypervigilance voices (resulting from a biased attention
to environmental stimuli); memory voices (the result of intrusions from traumatic
memory); voices reflecting temporal lobe epilepsy, and those reflecting sensory
deafferentation (such as hearing loss). While the latter two are often more suited to
neurology-based interventions, the first three are grounded in contemporary cognitive
models of AVH. This arguably makes them particularly suited to tailored psychoeducation
and cognitive therapy (Smailes et al., 2015).
A treatment approach and manual was developed within Early Intervention in Psychosis (EIP)
services and was based on current theoretical models of voice-hearing and the voice subtypes
described above. It represents refinements of existing psychoeducation and coping strategies
used in CBTp and related mental health problems (e.g. post-traumatic stress disorder). Also,
the manual is delivered via a tablet computer (in this case, an iPad), for joint use of therapist
and client in the therapy session. This allows clinicians to use prepared videos and other types
of media to demonstrate complex psychological ideas and phenomena, and to help service-
users to practise coping strategies and carry out behavioural experiments to test the reality of
their experiences.
The present study aimed to investigate the acceptability to service-users and staff of the
treatment manual as a part of routine care within a mental health trust, across a range of
services (including EIP teams, Community Mental Health Teams, and in-patient care). Of
particular interest was whether an intervention developed in EIP services would be acceptable
to people in other settings, who may have already developed clear ideas about the nature
and cause of their experiences. A secondary objective was to use this study as a way of
identifying the most appropriate outcomes for a full-scale trial of the therapeutic package,
both for primary outcomes (relating to psychosis symptomatology specifically) and secondary
outcomes (relating to beliefs about voices, depression, anxiety and general functioning).
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Voice-hearers using the manual with a clinical psychologist or psychological therapist were invited
to complete an assessment session on entrance to the study and after 10 sessions of using the
manual. As this was a feasibility study, we did not test hypotheses about the effect of the new
treatment in relation to a control arm; rather, our aim was to gather as much relevant data as
possible to facilitate a full examination of treatment effectiveness in future.
Method
Participants
Twenty-four participants (16 males, mean age 29.79 years, SD = 7.79) were recruited from NHS
trusts in the North of England. Therapists from various service settings – including in-patient
wards, Community Mental Health Teams (CMHTs) and EIP services – were asked to
consider any referrals they received where they were likely to work on voice-hearing during
the first 10 sessions of therapy. All the therapists were either clinical psychologists or
psychological therapists, who were either CBT trained or working towards accreditation
(with post-qualification experience ranging from being newly qualified to 25 years of
experience). Most of the therapists worked in EIP, but two worked on wards (one acute, one
rehabilitation) and one in a CMHT. Eligible participants met the following inclusion criteria:
(i) considered suitable for psychological therapy by the referring clinical team; (ii) report
experiencing AVH at least once per week; (iii) aged over 18 years; and (iv) a good
understanding of English. Exclusion criteria were (i) complex problems that would make
voice-hearing unlikely to be a target of therapy in six of their first 10 sessions of therapy
(e.g. a complex delusional system); (ii) presence of acute illness; and (iii) presence of major
substance misuse issues. Participants received a gift voucher for each assessment session they
completed.
Design
A single-arm trial design was used to investigate treatment feasibility and acceptability plus
relevant symptom changes between baseline and post-treatment.
Treatment manual
A text copy of the manual is available at https://tinyurl.com/s48v8yu. Therapists were provided
with a traditional paper-based manual as well as an iPad, which contained the treatment
manual. The manual was divided into four sections, with an assessment section to help
identify the subtypes of voices, and treatment sections relating to the specific subtypes,
i.e. Inner Speech-AVH (IS-AVH), Memory Based-AVH (MB-AVH) and Hypervigilance-AVH
(HV-AVH). Table 1 shows the assessment summary table, which tried to help therapists to
identify different subtypes of voices. Focus of attention was a key dimension, with IS-AVH
and MB-AVH being viewed as more likely when attention was drifting and intrusions were
more likely. In contrast, HV-AVH were more likely when attention was focused externally
to detect threat. Each treatment section included guidance on approaches to treatment,
psychoeducation and suggested interventions.
Embedded in the iPad software were video clips explaining key concepts related to
hallucinations and demonstrations of cognitive processes that play a role in the onset of
hallucinations. The IS-AVH section contained psychoeducation materials that helped the
therapist and service user explore whether processes related to inner speech could be playing
a role in their voice-hearing, and also included suggestions about how to increase control over
voices (e.g. engaging in other activities that would recruit inner speech so that a voice may be
interrupted; learning how to control the ‘sound’ of a voice using mental imagery, so that it
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was perceived as being less threatening and less powerful). In contrast, the MB-AVH module
contained psychoeducation materials about how trauma memories often lack contextual cues
(Ehlers and Clark, 2000), making it more likely that later re-experiencing of these memories
might result in them feeling as they are happening in the ‘here and now’, and so they are
experienced as voices. This module encouraged the use of fewer avoidance strategies (e.g. it
encouraged replacing thought suppression with strategies such as distraction) and the
reappraisal of traumatic experiences, in an attempt to reduce the frequency of and the distress
elicited by these AVH. In the HV-AVH module, psychoeducation focused on how strong
predictions and expectations can shape perception (as in recent predictive processing
models of hallucinations, e.g. Corlett et al., 2019), using examples such as binocular rivalry,
the McGurk effect (McGurk and MacDonald, 1976), and Simons and Chabris’s (1999)
demonstration of selective attention. The module encouraged the use of strategies to reduce
arousal and perceived threat (e.g. discussing concerns about one’s safety with trusted others;
improving sleep through better sleep hygiene; testing out maladaptive safety behaviours) in an
effort to reduce the frequency of HV-AVH.
Therapists were encouraged to tailor their use of the iPad to the service-user’s needs. This
design ensured that participants received adequate exposure to the manual in therapy sessions
to determine its acceptability, but also allowed clinicians freedom to address problems that the
manual was not intended to address (e.g. relationship difficulties). Therapists were offered a
day of training on the novel aspects of the manual (covering the subtyping and theoretical
background) and then monthly supervision for 90 minutes in small groups of two to three
therapists.
Table 1. Assessment summary table for subtypes of voices
Factor Inner speech Memory intrusions
Hypervigilance
hallucinations
Situation More likely to be alone, e.g. in
bed. Can happen when with
others if not focused on
interacting
More likely to be alone, e.g. in
bed. Can happen when with
others if not focused on
interacting. More likely
in situations that cue
traumatic memory
More common in noisy
environments but can
occur when people
are at home and are
‘actively listening’
for noise outside
Focus of attention Attention likely to be




Attention likely to be unfocused
with the mind ‘drifting’ so
intrusive thoughts more
likely
The focus is on external
events (e.g. noises in
the street, neighbours)




Location of AVH Usually internal, but some
voice hearers will say
outside the head, but
in a nearby space
Usually internal, but some
voice hearers will say
outside the head, but
in a nearby space
Always external
Number of voices Usually same couple of voices.
They can become complex
‘characters’ and may reflect
previous relationships
Usually same couple of voices
repeated
Multiple voices as linked




Content and length May vary and can reflect
thoughts that are









for threat. Often short
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Measures
Acceptability of the manual was assessed at follow-up using the following scales:
i. A revised version of the Satisfaction with Therapy and Therapist Scale (STTS; Oei and Green,
2008; Oei and Shuttlewood, 1999). The STTS is an 11-item scale consisting of two factors
corresponding to satisfaction with therapy and therapist independently. The scale has shown
strong validity and reliability in multiple samples (e.g. mean Cronbach’s alpha = .90; Oei and
Shuttlewood, 1999).
ii. A customised schedule examining the acceptability of the use of an iPad in therapy sessions
and participant’s views on the therapy as a whole. The schedule involved eight Likert-scale
questions completed by the participants, followed by five structured interview questions,
delivered by the assessor. The questions used on the scale were developed by the research
team following a prior service evaluation and consultation with clinicians and service
users using a pilot version of the iPad package. Participants were given the following
instructions: These questions are about how you felt about the iPad, which the therapist
used in some sessions with you. When the questions ask about the ‘videos etc.’ we mean
any videos, sound recordings, or pictures that were shown to you using the iPad. The Likert
items covered different aspects of the iPad therapy, such as The videos etc. made me
curious about how my mind works and The iPad stopped me from developing a good
relationship with the therapist. Participants then rated their agreement on a 5-point scale,
ranging from ‘strongly disagree’ (1) to ‘strongly agree’ (5). We also asked participants for
any general comments they might have had about the experience of using the manual.
The following measures were included to monitor symptom change and assess their feasibility
as primary outcome measures in an eventual full trial:
i. The Positive and Negative Syndrome Scale for schizophrenia (PANSS; Kay et al., 1987). The
PANSS has been used in multiple studies to assess psychotic experiences. It is delivered as a
clinical interview and provides 35 ratings for individual symptoms, covering positive
symptoms, negative symptoms and general functioning. Ratings are made on a 7-point
basis from absent (1) to extremely severe (7). Of specific interest to the present study
were ratings for items P3 (‘Hallucinations’) and P1 (‘Delusions’). While the former
would be expected to change for a voice-specific intervention, the latter would not
necessarily change; as such, examining change for both allowed us to explore potential
symptom-specific effects.
ii. The Psychotic Symptom Ratings Scale (PSYRATS; Haddock et al., 1999). This scale has been
used extensively as an outcome measure on research on CBTp in general, and auditory
hallucinations in particular (Craig et al., 2018; Tarrier et al., 2004). In contrast to the
PANSS, it provides detailed ratings of hallucination and delusion characteristics
according to subscales of 11 and 6 items, respectively (again allowing for assessment of
symptom-specific effects). Within the PSYRATS, items specifically relating to distressing
voices are often picked out as important outcomes in therapy for voices (see, for
example, Hayward et al., 2017). Here we report distress scores (summing items 6, 7, 8, 9
and 11 on the scale) based on a recent 4-factor model of the scale (Woodward et al., 2014).
The following measures were included to monitor other changes relevant to patient functioning
and to assess their feasibility as secondary outcome measures in an eventual full trial:
i. The Beliefs About Voices Questionnaire – Revised (BAVQ-R; Chadwick et al., 2000). The
BAVQ-R is often used in CBT work with voices as means of assessing participants’
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secondary appraisals of their voice-hearing experiences. It produces five subscale scores:
three relating to perceived properties of the voice itself (malevolence, benevolence and
omnipotence) and two relating to the voice-hearer’s response to the voices (emotional
resistance and emotional engagement). Only the items relating to properties of voices
(benevolence, malevolence and omnipotence) were used in the present analysis (items
1–18 were used).
ii. The Hospital Anxiety and Depression Scale (HADS; Zigmond and Snaith, 1983). The HADS
is a commonly used measure of anxiety and depression in clinical and non-clinical studies
(e.g.,Haj et al., 2018; Larøi et al., 2019). It consists of 14 items that participants rate on a
Likert scale ranging from 0 to 3. Higher scores indicate greater levels of depression and
anxiety.
iii. The Manchester Short Assessment of Quality of Life (MANSA; Priebe et al., 1999). The
MANSA is a brief tool that assesses overall quality of life for patients in clinical studies.
The 25-item assessment consists of three sections relating to personal details consistent
over time, personal details varying over time and satisfaction with various domains
of life. MANSA scores range from 1 (couldn’t be worse) to 7 (couldn’t be better). The
instrument shows satisfactory psychometric qualities (e.g. Björkman and Svensson,
2009; Eklund and Sandqvist, 2006).
Procedure
After providing informed consent, participants completed the first assessment. Both assessments
measured various aspects of the service-user’s experiences of voice-hearing (e.g. frequency,
distress, location, disruption to life), participants’ beliefs about their voices (e.g. to what extent
voices are powerful), as well as mood problems and quality of life. The second assessment was
after the participant had completed 10 sessions of therapy (i.e. approximately 10 weeks later)
and included the custom schedule (assessing manual acceptability) and therapy satisfaction
measures. All assessments were conducted in either participants’ homes, or at their usual NHS
clinic. PANSS and PSYRATS were conducted by trained raters (D.S., J.D., C.M. and F.R.).
Initially, the study was designed so that participants would complete an additional assessment
at 22 weeks (i.e. approximately 12 weeks after completing 10 sessions of therapy). However,
for practical reasons, the study was subsequently amended so that this 22-week assessment
was removed from the testing protocol.
Analysis plan
Prior to analysis, all quantitative variables were assessed for normality using Shapiro–Wilk tests.
As a large number of the outcome variables were significantly non-normal, a non-parametric
approach was adopted. Mann–Whitney U-tests were used to compare baseline symptom
scores between participants who did and not complete the intervention while Wilcoxon tests
were used to analyse baseline and post-treatment symptom scores for participants completing
treatment. General comments made by participants about the intervention were also recorded
and are included here for descriptive purposes, but were not analysed further. All analyses –
including calculation of effect sizes – were conducted in jamovi (The jamovi project, 2020).
Results
Overall, 24 participants consented to take part in the study and were treated by 11 different
therapists. Figure 1 shows that four participants received the baseline assessment but after
further clinical sessions, the therapist and participant decided to prioritise treatment for
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different problems (e.g. health anxiety, gambling addictions, etc.). Three participants completed
the intervention but did not complete the follow-up assessment. One participant stopped
the treatment as they found it unhelpful and the treatment was continued using a cognitive
analytical therapy approach. Another three participants did not complete the intervention and
did not state their reasons for doing so. On average, clinicians reported using the manual in
the second or third session that they saw a client, and they then went on to use it for an
average of 7.83 sessions (SD = 3.71, range = 5–15).
Treatment acceptability
Table 2 displays the mean scores for therapy satisfaction (STTS) and acceptability scores from the
custom schedule tailored for the iPad intervention. Mean scores were high for every item of the
schedule, indicating good satisfaction and acceptability of the treatment. When reverse-keyed
Consented to the study (n = 24)
Declined to participate before 
baseline assessment (n = 1)
Follow-up assessment (n = 12)Follow-up





Started voices treatment (n = 19)
Therapist and service-user targeted 
a different problem (n = 4)
Completed treatment (n = 15)
Did not complete the voices 
treatment (n = 4)
Wished to withdraw due to use of 
manual (n = 1)
No reason stated (n = 3)
Did not complete follow-up 
assessment (n = 3)
Figure 1. Completion flow diagram for participants recruited, receiving treatment, and completing therapy with the iPad
manual.
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items were recoded, overall mean total scores were 49.60 (SD = 3.82) for satisfaction (out of a
possible score of 55) and 35.08 (SD = 3.80) for acceptability (out of a possible score of 40).
Qualitative feedback from participants was generally very positive with regard to therapy as a
whole and use of the iPad, although at least one participant struggled with the explanation
that their voices could be attributed to their own thoughts (see Table 3).
Group differences in completion
To explore potential reasons for participants completing participation (versus those who did not),
Mann–Whitney U-tests were run to compare the two groups of participants on the main
outcomes from the baseline assessment. The two groups differed for two outcomes only:
PANSS Positive Subscale (U = 24.50, p = .011, d = 1.17) and PANSS P1 Delusions score
(U = 26.50, p = .012, d = 1.24). Non-significant trends were also observed for PSYRATS
Delusions total score (U = 38.50, p = .078, d = .78), PANSS total score (U = 35.50, p = .064,
d = .97) and BAVQ Omnipotence Score (U = 31.50, p = .064, d = .92). See Supplementary
material (Table S1) for a complete set of data on how the two groups differed. For each of the
observed differences, non-completion was associated with more severe symptoms, particularly
for delusions. Measures of voice-hearing were very similar between completers and non-
completers. Although the relative frequencies were too small to assess statistically, it was also
notable that out of the six participants who were recruited from CMHTs settings, four did not
complete the intervention. In contrast, 13/17 participants drawn from EIP settings completed
the treatment sessions (of whom 10 went on to provide follow-up data).
Within-subject changes in candidate primary and secondary outcome variables
All of the potential primary and secondary variables were feasible to administer in the time
allowed for assessment (60–90 min). Table 4 displays the mean scores and percentage change
Table 2. Mean satisfaction with treatment (i) and acceptability of iPad use (ii) from participants completing follow-up
(n = 12)
(i) Satisfaction (STTS) Mean SD
I am satisfied with the therapy 4.50 0.52
The therapist listened to what I had to say 4.75 0.45
The therapy helped me with the things I needed help with 4.67 0.49
The therapist provided a good explanation of the treatment 4.75 0.45
I would recommend the therapy to someone with a similar problem 4.54 1.16
The therapist was critical towards me* 1.45 0.93
The therapist seemed to know what they were talking about 4.67 0.49
The therapist was friendly 4.83 0.39
I believe the therapy will help me with my problem 4.08 1.08
The therapy focused on problems that I was concerned about 4.50 0.52
The therapist seemed to understand what I was thinking and feeling 4.17 0.94
(ii) iPad acceptability (custom schedule)
The videos, etc. used by the therapist helped me to understand things better 4.08 1.16
Therapy sessions felt interrupted when the therapist used the iPad* 1.50 0.52
Therapy would have been better if the iPad hadn’t been used* 1.75 0.75
The videos, etc. didn’t seem relevant to my problems* 1.33 0.49
It would have been better if the therapist had explained ideas to me rather than using
the iPad to explain ideas*
1.92 0.90
The videos, etc. made me curious about how my mind works 4.42 0.67
The iPad stopped me from developing a good relationship with the therapist* 1.42 0.51
The videos, etc. shown in therapy were interesting 4.33 0.65
STTS, Satisfaction with Therapy and Therapist Scale.
*Reverse-keyed items. Response options for both scales ranged from ‘strongly disagree’ (1) to ‘strongly agree’ (5).
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for participants who completed therapy and the follow-up session. In general, symptom
scores reduced, and percentage changes were particularly evident for primary outcome
variables, i.e. auditory hallucinations scores (PSYRATS-AH and PANSS-P3) and secondary
outcome variables, i.e. belief in the omnipotence of voices (BAVQ-O), depression (HADS)
and general life satisfaction (MANSA). Significant differences were observed for PSYRATS-AH
(W = 70.50, p = .015) and PSYRATS Distress (W = 43.50, p = .015) specifically. This contrasts with
generally smaller effects on delusions: the PANSS-P1 score for delusions actually increased by
3%, although in practice this amounts to less than one unit of change on the 7-point scoring
for delusions (and still in the absent–minimal range).
Discussion
This study investigated the acceptability and feasibility of a novel treatment approach to voice-
hearing that works with three voice subtypes: inner speech, hypervigilance and memory-based
voices. The aim of the treatment is to provide meaningful alternative explanations of the
experience and coping strategies guidance tailored to experiences of service-users (Smailes
et al., 2015).
In two assessment sessions, measures were taken of symptom change in the severity of auditory
hallucinations, beliefs about voices, depression and general life satisfaction, along with general
treatment satisfaction and acceptability at the follow-up. Scores for mean satisfaction with
treatment and acceptability suggested that, for most service-users, this intervention was
acceptable and did not impair the development of a strong therapeutic relationship. The
Table 3. Example qualitative feedback from participants completing the therapy intervention
How did you find the intervention for your voice hearing experiences?
- Shit – it’s saying it’s me
- Great – explained about the mind, everything was useful
- Great – what she got into my head – reluctant at first, now looked at it differently. If angry, these are my thoughts
- Useful – made me think about it more. By talking about the experience, it helped as well
- Dead good. Battle is enormous and it’s going to take ages. Therapist is good
Did the iPad make the intervention more helpful?
- Yes, but it’s still me [i.e. saying it’s my thoughts]
- Effective, got the info over. Would be better if videos properly filmed – proper equipment to make it look more
professional when it’s serious
- Not really – didn’t seem relevant at the time, but then thought about it later (especially TED talks)
- Yes because it’s visual reference, and I do better with visual things
- To be honest I wouldn’t have noticed if I didn’t know it was a study. The videos, etc. do help a bit with insights and stuff
Were there any disadvantages about using the iPad?
- It was good with it
What was the most useful part of the intervention?
- Knowing it was not just me
- Phonological loop info
- Therapist – ‘got in’; seeing different perspectives about voices
- Learnt a bit more info – learnt a lot that I didn’t know. It gave me a diagram to explain what I’ve been experiencing
- Don’t know. I think it’s a different way of looking at things from different therapists which is helpful
Was there anything about the intervention you found unhelpful?
- Saying it was my thoughts
Is there anything you would change?
- Understand – don’t quickly say it’s them
- Seemed like people in some of the videos were reading from a book
- Maybe make it more accessible to be able to use more often – e.g. iPad not with you, having access to contact if person
can’t get in contact with therapist, need it then to help them get over whatever problem they are experiencing
- No, in a situation where everything I do (appointment and stuff) is helpful. Just try to look at it that way, get the best out
of it
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changes in the outcome measures for auditory hallucination scores suggested that some people
may have benefited from this approach, while general life satisfaction scores also improved.
However, the lack of a control group prohibits any inferences about therapeutic change.
High discontinuity and participant drop-out rates are common in CBTp research (Lincoln
et al., 2014; Tarrier et al., 1998). From the originally recruited sample, only half of the
participants completed the follow-up assessment (n = 12). However, 15 of 19 participants who
started the treatment completed it: four participants did not start the treatment, as further
assessment indicated that therapy should be focused on problems other than voice-hearing.
This suggests that, in future trials, acceptance into the study should only be considered
following a clear assessment of therapeutic needs and participant goals. Of the four people
who did not complete the intervention, three remained engaged with a psychological therapy
and one discontinued psychological therapy while remaining engaged with the care team.
An additional three people completed the intervention but were then lost to follow-up.
Scores at baseline assessment suggested that completers (compared with non-completers) had
slightly higher scores on voice-hearing measures; however, participants who did not complete the
intervention had much higher scores on measures of delusions. It has been previously shown that
high delusional thinking in schizophrenia is associated with increased drop-out rates in
psychological treatment intervention (Jorgensen et al., 2014). This might suggest that the
intervention was more acceptable to voice-hearers where delusions were not present. It is
unclear how much the delusions were specifically linked to the explanation for the voices, but
it is possible (or likely) that where there is a strongly held belief about the origin of the voice,
the ability to consider alternatives is reduced. This in turn could also limit the extent to which
individuals are willing to take on new interpretations, or able to absorb normalising
information from psychoeducation (McGowan et al., 2005; Messari and Hallam, 2003).
Participants from EIP services were more likely to complete the intervention, with 12 of 17
completing follow up assessment (71%), compared with only two of six participants from
CMHTs. The intervention was developed in EIP services, and may be more appropriate for
this client group, as people may have not developed fixed ideas or delusions about the origin
of their voice-hearing experiences. Hallucinations can be very common in first-episode
psychosis (with prevalence rates of up to 75% reported; Mbewe et al., 2006; Rajapakse et al.,
2011) and evidence suggests that hallucination severity is associated with likelihood of
Table 4. Mean within-subject changes in symptom outcomes for completing participants (n = 12)
Baseline Post-treatment Change (%)
Sig. dMean SD Mean SD Mean
PSYRATS Total 35.58 7.95 31.58 8.08 –5.88 0.077 0.56
AH Total 30.92 4.34 27.25 5.79 –8.34 0.006 0.99
AH Distress 15.92 2.68 13.75 2.22 –10.85 0.009 0.92
Delusions 4.67 7.09 4.33 7.01 –1.42 0.852 0.06
PANSS Total 60.33 6.73 56.33 8.38 –4.08 0.045 0.65
Positive 15.5 2.88 14.33 2.87 –2.39 0.105 0.51
Negative 13.42 4.12 12.67 4.46 –1.53 0.459 0.22
P1 Delusions 1.67 1.07 1.92 1.17 3.57 0.463 –0.2
P3 Hallucinations 4.92 0.67 4.33 0.99 –8.43 0.046 0.65
BAVQ* Benevolence 1.95 3.23 1.09 1.76 –4.78 0.298 0.33
Omnipotence 10.23 3.71 8.32 4.11 –10.61 0.14 0.48
Malevolence 11.18 4.45 10.36 5.94 –4.56 0.465 0.23
HADS Anxiety 13.33 3.87 12.13 4.56 –5.71 0.155 0.44
Depression 12.67 4.36 10.63 5.33 –9.71 0.057 0.62
MANSA Average Satisfaction 3.61 0.34 4.19 0.86 8.29 0.063 –0.6
*Denotes n = 11 for BAVQ scores (due to missing data). Denominator for % change = maximum score on scale. AH, auditory hallucination.
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disengaging from EIP services (Solmi et al., 2018). Auditory verbal hallucinations are particularly
associated with risk of developing psychotic disorders in clinically high risk groups (Niles et al.,
2019) and the intensity, frequency and duration of hallucinations are key factors in the screening
tools for ARMS (Yung et al., 2005) and EIP services (Kay et al., 1987). Therefore, an intervention
like MUSE, being targeted at voices at an early stage (i.e. ARMS and EIP services), may be key to
preventing the transition to psychosis and the development of other psychotic symptoms. In
contrast, longer term voice-hearers in CMHT settings may have other, more complex
therapeutic needs: interventions that focus on reducing distress and improved coping may be
more promising approaches for people who have experienced voice-hearing for longer
(e.g. Hayward et al., 2017).
Qualitative feedback from the participants also fits the above pattern. Service-users were
generally positive about the intervention and found it helpful. Whilst one participant rejected
the idea that the voices could be their thoughts, others found this alternative helpful, even if
the content was uncomfortable, for example ‘if angry, these [the voices] are still my thoughts’.
Finding a plausible alternative that helps reframe an experience can be a powerful therapeutic
intervention, for example of panic symptoms (Clark, 1986). When working with people
experiencing psychosis, providing alternative explanations can be challenging, but helpful for
some people. For example, a voice saying ‘you are worthless’ could be seen as powerful
confirmation of poor self-worth if experienced as coming from a powerful and alien source
(Birchwood et al., 2018). If the voice is seen as an intrusive thought linked to a past abusive
experience, then it can become a distressing echo of past trauma, without confirming anything
about current self-worth.
This study has several limitations. First, the study may have benefited from additional measures
of feasibility beyond the number of participants who completed the intervention. Second, given
the study’s focus on acceptability and feasibility, no conclusions can be drawn about the efficacy of
the intervention. A further study is required with a larger sample size, a control arm and blinding
of assessors, to understand if the intervention is more effective than current approaches. The
completion rate for the study was 12 of 24 people who consented to participate, whilst 15 of
19 who began the intervention completed it. Four participants who consented to the study did
not begin the treatment as further assessment by the clinician suggested other target
problems. This suggests that participants may have been invited to participate prematurely,
and that they could have benefited from a more thorough assessment and conversation with
their therapist prior to participating. Three participants completed the intervention but could
not be contacted for the follow-up assessment. These participants were from EIP services and
their loss to the study may reflect the challenges in working with young people experiencing
their first episode of psychosis, particularly around individuals’ self-organisation and mobility.
Finally, non-completion of the intervention appeared to be linked to high scores on delusion
measures at entry to the study and being seen within a CMHT setting. The small samples
meant we were unable to investigate whether these are independent factors, thus limiting the
ability to draw conclusions about who the intervention may be appropriate for. Although
certain aspects of this intervention may prove valuable for individuals with longer-term voice-
hearing, other approaches may be more promising, such as interventions that focus on
changing the relationship between the voice-hearer and the voice (Hayward et al., 2018).
Finally, while we intended to measure how therapists/service-users used the manual using an
adherence checklist, which would have provided information about how often only specific
subsections were accessed for a service-user and how often multiple subsections were accessed
for a service-user, clinicians found it difficult to complete these adherence checklists from
memory, and so we do not have sufficient data from these checklists to analyse. Thus, we are
not able to provide evidence showing that clinicians typically accessed resources related to a
subtype of voice-hearing for each service-user, which is an important limitation, as this
evidence would have demonstrated the value of adopting a subtyping approach. Anecdotal
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evidence from supervision sessions suggests that the manual may have been used in this way, with
clinicians using the manual in non-linear ways that were tailored to individual service-user’s
needs, but in a manner that reflected them targeting a specific subtype of voice-hearing. A key
goal of future research with this intervention will be to develop a more effective way of
measuring how the manual is used in therapeutic sessions. All this being said, the intervention
described here appears to be acceptable and feasible, when used with voice-hearers recruited
from EIP settings. It may offer a novel approach to helping voice-hearers, when targeting the
cognitive processes underlying their AVH seems to be a priority rather than addressing the
relationships people have established with their voices.
Future research should consider firstly whether targeting the intervention at a specific
symptom and early stage of voice hearing can increase effectiveness and secondly, whether
accessibility can be increased either through equivalent outcomes from a shorter intervention
or through the treatment being delivered by less highly trained staff, e.g. newly qualified
nurses or psychology graduates. Effectiveness can be addressed through a pilot randomised
controlled trial, with PSYRATS-AH as a primary outcome variable, and with BAVQ, HADS
and MANSA as secondary variables. The higher non-completion rates in CMHTs participants
suggest that this should be run primarily – if not exclusively – within EIP services. Informal
feedback from clinicians who participated in the study suggested that the intervention could
be particularly useful for people experiencing an At-Risk Mental State for psychosis (Yung
et al., 2005), providing a compelling explanation for their experiences soon after they have
begun. The intervention tackles issues such as why inner speech may be experienced as voices
and suggests mechanisms that can reduce the frequency of AVH. Earlier access to these ideas
could prevent the vicious circle of increasing experience of voices, a search for an explanation
of the experience, and likelihood of using unhelpful coping strategies, such as cannabis and
avoidance, which is often seen at presentation to EIP services (e.g. Howard et al., 2013;
Morrison, 1998). A further feasibility trial is planned with people who have an At-Risk
Mental State for psychosis, to determine whether the intervention is acceptable to this group
of service users.
The intervention has been developed with a modular structure, including embedded videos of
key concepts, which could make it easier for staff who are not qualified psychological therapists to
deliver the intervention, thereby increasing accessibility. The growing demand for psychological
therapies for people experiencing psychosis (NICE, 2014), without an accompanying increase in
workforce, reduces access to the interventions. Increasing the range of staff who could deliver
these interventions can potentially widen the access, but it needs to be noted that there are
substantial challenges in enabling other staff to deliver interventions, including competing
time demands and access to supervision (Garety et al., 2018). Further research is planned to
investigate whether the intervention could be used effectively by newly qualified nurses and
care co-ordinators, in order to reduce the bottleneck placed on many services with substantial
waiting lists for psychotherapeutic intervention.
Overall, the study suggests that the intervention is acceptable to people in EIP services,
particularly for those who have low scores on delusions. Targeting psychological interventions
at specific experiences, in the context of relevant and accessible psychoeducation and practical
management strategies, may represent a promising avenue for future therapeutic interventions
in the early stages of psychotic experiences.
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5820000661
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